Abstract: This study examines depression among Latter-day Saint teens, particularly how religiosity and the parent-child relationship are associated with depressive symptomology. Although there is an abundance of research on adolescent depression and on adolescent religiosity, there is less research addressing the connection between the two. The research questions include: Does religiosity among Latter-day Saint teens reduce their rates of depression? What aspects of religiosity affect depression most significantly? How does religious coping influence depression? How does the parent-child relationship affect depression rates among Latter-day Saint teens? Being a sexual minority and living in Utah were related to higher levels of depression. Greater depression was also associated with more anxiety and poorer physical health. Authoritative parenting by fathers was associated with lower depression for daughters but not sons. Finally, feeling abandoned by God was related to higher depression, while peer support at church was associated with lower depression.
Research documents a decline in Christian religious affiliation and participation among Americans over the past several decades. Of the silent generation (those born between 1928 and 1945), 85% identified as "Christian" in their religious beliefs. However, of the younger millennial generation (those born between 1990 and 1996) , only 56% are affiliated with a Christian religion in the United States (Cooperman et al. 2015) . Other researchers have noted a "clear decline in outward religious expression" among young adults (Uecker et al. 2007 (Uecker et al. , p. 1667 , and an overall decline in religious participation in adolescents as they move through the teenage years.
One study reported that 43% of eighth graders attended church services regularly, as compared to 33% of twelfth graders (Smith et al. 2002) . Another prevalent trend is that more teens and adults are identifying as "nones"-a term suggesting no religious affiliation. In the early 1980s, more than 90% of high school seniors identified with one religious group or another. Only 10% chose "none" as their religious affiliation. However, in 2016, 31% identified religiously as a "none" (Twenge 2017) .
Despite these trends, religion still appears to be a significant force in the lives of many American teens and is linked to many positive outcomes. For example, studies have found that religious affiliation and participation are inversely related to juvenile drug, alcohol, and tobacco use, as well as a host of other externalizing or delinquent behaviors (Smith 2003) . Adolescents who report higher levels of personal and familial religiosity appear to have greater self-esteem and healthier psychological functioning (Ball et al. 2003) . Other studies show that religiosity is negatively related to suicidal ideation, suicide attempts, and actual suicide (Donahue and Benson 1995) . Studies have also shown an inverse relationship between religious participation, teenage sexual activity, and
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A recent study reported that between 2005 and 2014, the prevalence of major depressive episodes among adolescents increased from 8.7% to 11.3% (Mojtabai et al. 2017) . The prevalence of depression among adolescents ranged from 5% to 15% and affects one in five people before adulthood (Dew et al. 2010) . Other experts have estimated that among high school teens, up to 30% have reported episodes of depression (Arntzen 2017) . Furthermore, there appears to be a gender gap associated with major depressive disorder (MDD) in adolescents. The National Survey on Drug Use and Health (NSDUH) revealed that 19.5% of adolescent girls but only 5.8% of adolescent boys reported a major depressive episode in 2015 (Bose et al. 2016 ; see also Lewinsohn et al. 1998 ).
Because of the deleterious effect of depression on adolescent well-being, it is important we further understand what may increase or mitigate depression. Teenage depression is associated with low academic success and poor psychosocial development (Birmaher et al. 1996) . Birmaher et al. (1996) also reported that 70% of youth who experience depression might eventually develop major depressive disorder. These trends become even more concerning when contemplating the possible long-term consequences. Most mental health disorders in adulthood are preceded by an internalizing disorder in adolescence (Pine et al. 1998) . If a method exists to prevent or decrease adolescent depression, it may also act as a preventative measure for adult depression. In 1993, the United States spent USD $44 billion on adult depression; working to prevent depression among youth may be more cost effective in the long run and alleviate much suffering (Lewinsohn et al. 1998 ). This necessitates a better understanding of adolescent depression.
Correlates of Adolescent Depression
Distinguishing between cause from effect in psychology is often difficult. Diego et al. (2001) identified commonalities between depressed teens. Many spent less time doing homework, had fewer friends, felt lonely, exercised less, had suicidal thoughts, and used marijuana or cocaine. In addition, Diego et al. (2001) also found that very few of these teens had positive relationships with their parents. Lewinsohn et al. (1998) , found that almost half of depressed teens have another mental health disorder and teens who smoked were twice as likely to have depression at some point. This study also identified a prototypical case of depression: a 16-year old female with low self-esteem/poor body image, low feelings of self-worth, pessimistic, overly dependent on others, feels that she is receiving little support from her family, and is coping poorly with both major and minor stressors (such as conflicts with parents, physical illness, poor school performance, and relationship breakups). Birmaher's findings are congruent: 60-70% of adolescents had experienced one or more "severe" stressful life event(s) in the year prior to the onset of the MDD, including loss, divorce, bereavement, and exposure to suicide (1996) .
In terms of biological factors, adult twin and adoption studies have shown that genetic factors may account for at least 50% of the variance in the transmission of mood disorders (Birmaher et al. 1996) . Other twin studies have reported the positive relationship between heritability and depression (Pinheiro et al. 2018) . A meta-analysis documented the "familial" factor with the onset of depression and concluded that this mood disorder is often influenced by genetic influences (Sullivan et al. 2000) .
Additionally, the Avon Longitudinal Study of Parents and Children (ALSPAC) found that depression is more prevalent among females who have a family history of depression (Niarchou et al. 2015) . One study documented that depression in boys increased by 21% between 2012 and 2015; however, during that same period, depression in girls increased by 50% (Twenge 2017) . There are also environmental factors that can influence adolescent depression. One study reported that females who reported low emotional closeness to their parents were 2.3 times more likely to report higher depressive symptoms than those who reported a higher emotional connection. The same study reported that female adolescents are more susceptible to stressors that do not affect males as much . Girgus and Yang (2015) explored gender differences in depression from a developmental perspective. There appears to be few gender differences in younger children-the prevalence of depression being about equal. Beginning in early adolescence; however, rates of female depression begin to increase. By late adolescence, girls are nearly twice as likely as teenage boys to be depressed. One theory that may explain this difference is that females ruminate and coruminate (discuss problems with other people) more than males. Another theory postulates that there are three common ways to react to a negative situation: to ruminate, problem-solve, or engage in distracting behaviors. Boys are supposedly more likely to engage in two of the latter, and therefore have lower rates of depression by later adolescence than girls (Girgus and Yang 2015) . It is also possible that depression is equally prevalent among men and women; however, men do not disclose it. Psychiatric drugs are also prescribed more often to women than men (Studd and Morgan 1992) .
Parenting Effects on Depression and Effects of Depression on Parenting
Children are more likely to experience depression if they perceive interactions between their parents and themselves as uncaring, unsupportive, and negative (Diego et al. 2001) . In turn, when children are depressed, they often have less in-depth or lengthy communication with their mothers and view their parents as more critical, angry, or sad (Chiariello and Orvaschel 1995) . Betts et al. (2009) found that parents who were over-protective with low levels of nurturing, unavailable caregivers, cold, controlling and intrusive were more likely to have depressed children. Lack of nurturance and the lack of parental encouragement of autonomy created an insecure bond between the parent and child, resulting in the adolescent often having low self-confidence and difficulty in establishing trusting and supportive relationships. Such insecurity led to learned helplessness (Betts et al. 2009 ). Irons and Gilbert (2005) agreed that insecure attachment had negative implications-that children either felt socially inferior or compensated with competition.
Studies have shown that parental depression can have an impact on adolescent depression. Depressed mothers have been found to exercise excessive authority, control, criticism, disapproval, insufficient parental care, nurturance, and support (Chiariello and Orvaschel 1995) . Approximately 15 million adolescents in the United States reside with a parent who suffers from depression. These teens are at three to four times greater risk for depression than the general population (Compas et al. 2015) . Additional findings in children of depressed mothers included delay in acquiring self-regulation strategies, lower scores on measures of mental and motor development, more school problems, less social competence, lower levels of self-esteem, and higher levels of behavioral problems (Goodman and Gotlib 1999) .
Religiosity and Adolescent Depression
Multiple studies have examined the relationship between depression and religion (Sanders et al. 2015; Stearns et al. 2018; Yonker et al. 2012) . For example, individuals who struggle with personal religiosity-whether that includes feelings of abandonment by God, loss of faith, trials, or viewing themselves as unworthy-were shown to have poorer mental health outcomes (Rippentrop et al. 2005) . Another study found that religion is positively associated with mental health in adolescents and is a significant predictor of lower levels of depression (Sanders et al. 2015) . Similarly, Stearns et al. (2018) found that individuals who reported high levels of religiosity also reported lower levels of depression. Results of a meta-analysis indicated that spirituality and religiosity has a positive effect on psychological outcomes in adolescents and emerging adults (Yonker et al. 2012) . Further, attending religious services has been found to be a protective factor against suicide (Anderson et al. 2015) .
There are many potential reasons religious adolescents generally fare so well, especially when it comes to depressive symptoms. They are often affiliated with a strong, positive support network, including peers and adults. Their religious doctrines may provide a means to manage stress and maintain a positive outlook on life (Cotton et al. 2006) . Further, religious beliefs could provide a means for problem solving and coping. Religion also often inspires adolescents to set goals and to look towards the future optimistically (Cotton et al. 2005 ). Wright and co-authors found that spirituality and the role of religious beliefs in an adolescent's interactions in life were directly associated with lower levels of depression (Wright et al. 1993) . Pearce et al. (2003) reported that if adolescents considered themselves spiritual, and have had positive religious experiences, they reported lower levels of depression. Religion appears to provide adolescents with a framework to navigate difficult circumstances, to interpret difficult experiences more positively, and to have adults and peers as a built-in support system (Pearce et al. 2003) . Anderson et al. (2015) suggested that spirituality should be incorporated in more clinical interventions. Despite lower levels of religiosity among clinicians, many clients in psychotherapy use religious beliefs to cope and want to discuss spirituality (Anderson et al. 2015) . The positive effects of religion extend beyond Christianity. A study of patients receiving hemodialysis in Jordan discovered that the more religious Muslims were, the less likely they reported depressive symptoms (Musa et al. 2018) . Researchers found that spiritual wellness practices such as fasting, prayer, fostering positive relationships, expressing beliefs through art, and studying religious materials served as protective factors against depression.
However, certain religious beliefs have been associated with distress. For example, those who believed that suffering is caused by a non-benevolent God struggled more with the divine and, in turn, experienced lower levels of well-being and higher levels of distress (Wilt et al. 2016) . Studies have highlighted the negative mental health effects that are caused when one feels abandonment by God. These feelings about God may be influenced by the parent-child relationship. A study conducted by Exline et al. (2013) found that how a child views their parent has a large influence on the child's feelings of abandonment by God. The more the child views their parents as cruel, the more they felt abandoned by God and saw God as cruel. These feelings were then related to feelings of anger towards the divine. Another study found that those who experienced sexual abuse growing up also experienced feelings of being abandoned by God. For these victims, the feeling of abandonment brought out anger and increased doubt in God and his promises (Rudolfsson and Tidefors 2014) . Other studies among various religious groups have established the strong relationship between depression and negative religious coping such as feeling abandoned by God. (Braam et al. 2010 ).
Possible Construct Interaction
The extant literature clearly shows a relationship between religiosity, parenting style, gender and depression. Based on Bronfenbrenner's bioecological model (Bronfenbrenner 1999) , we theorized that there were likely interactions between these well-established correlates to depression. Bronfenbrenner's theory focuses on how proximal processes (i.e., direct, reciprocal, enduring, increasingly complex interactions) become the driving force behind developmental changes in adolescence. Proximal processes are the first of four interrelated aspects of the process-person-context-time (PPCT) model for understanding how adolescents internalize influences (Bronfenbrenner 1995) . Family religiosity and parenting practices are examples of a proximal process which likely influences the development of children. However, in Bronfenbrenner's bioecological theory, that influence will likely differ based on person-level constructs such as gender, temperament, and even biological issues. Each of these processes and person-level characteristics are also contained within a specific context such as a family or a religious community. Finally, the impact of these constructs likely varies over time. Rather than examining each construct independently, the bioecological model encourages researchers to examine the processes, person-level characteristics, contexts, and time variables of interest simultaneously. One way to do this is to look for interactions between the constructs already known to influence depression.
Latter-Day Saint Youth as an Important Understudied Sample
Although there has been a significant amount of research dedicated to how religious participation affects internalizing and externalizing behaviors of protestant adolescents, fewer studies have examined Latter-day Saint (LDS) teens. The Church of Jesus Christ of Latter-day Saints has a total church membership of 16,118,169-presently there are 6.6 million Latter-day Saints in the United States (Mormon Newsroom 2018).
In July 2002, Christian Smith and his team of researchers began the National Study of Youth and Religion (NSYR), a national, random digit-dial telephone survey. Findings indicated that activity rates and outcomes for LDS youth (also known as Mormons) generally compared favorably to other religious youth. For example, 40% of all youth surveyed attend church services at least weekly compared to 71% of LDS youth (Smith and Denton 2005, p. 37) . LDS youth also appeared strongly motivated by their religion. When asked, "Would you attend Church if it were totally up to you?" Almost 70% of LDS youth responded "Yes" to that query, with 47% of Protestant youth, and 40% of Catholic teens responding in the same manner (Smith and Denton 2005, p. 37 ). Smith and Denton summarized their research on LDS youth stating, "when belief and 'social outcomes' are measured, 'Mormon kids tend to be on top'" (Dean 2010, p. 47) . In addition, Kenda Creasy Dean, a professor at Princeton Theological Seminary summarized, "Mormon teenagers tend to be the 'spiritual athletes' of their generation, conditioning for an eternal goal with an intensity that requires sacrifice, discipline, and energy" (Dean 2010, p. 51) .
However, these LDS youth are still susceptible to the problems and challenges common to adolescents. Indeed, Utah (a state that has over 50% Latter-day Saints) has a higher than national rate of teen suicide, which has increased substantially over the last decade, leading many to examine what factors in Utah may exacerbate or ameliorate mental health problems (Annor et al. 2017) . The purpose of this study is to examine the prevalence of depression among Latter-day Saint teens and how religiosity and the parent-child relationships are associated with depressive symptomology. This study focuses on the following specific research questions: Does religiosity among Latter-day Saint teens reduce their rates of depression? If so, what aspects of religiosity affect depression most significantly? For example, we hypothesize that the more daily spiritual experiences an individual has, the less depressed they will be. Moreover, we hypothesize that positive religious coping, peer and leader support at Church, and family religious practices will protect and insulate adolescents from depressive symptoms.
We also examined how religiosity and parenting may combine as they relate to teen depression. As referenced earlier, when parents are harsh, teens may develop a negative, punitive view of God. Combined with family religious activities, it may be that harsh parenting has an even greater negative effect given that harshness is associated with religious activities and, hence, the teen may develop even more negative views of God. We therefore examined whether the relationship between family religious practices and depression is moderated by parenting style.
Given gender differences in rates of depression and religiosity, it may influence how parenting and religion are associated with depression. We therefore examined gender as a moderator in our analyses.
Methods

Measures
For each scale we employed confirmatory factor analysis to create a factor score for use in analyses. By using factor scores rather than summing or averaging the items in a scale, measurement error is reduced. We calculated reliability of factor scores using Rakov's maximal reliability method (MR; Raykov 2012).
Depression.
Teen depression was assessed using the 10-item self-report Center for Epidemiological Studies Depression Scale for Children-10 (CES-D-10; Bjorck et al. 2010) . Participants respond by rating the degree to which they have experienced each item in the past week (e.g., "I felt lonely", "I felt depressed"), with a Likert-type response scale ranging from 1 ("not at all") to 4 ("a lot"). The MR for this scale was excellent, at 0.99
Daily Spiritual Experiences. A subscale of the National Institute on Aging/Fetzer Religion and Spirituality Scale (Idler et al. 2003; Underwood and Teresi 2002) was used to examine the regularity with which teens felt some connection with God/spirituality with response categories being 1 = "never or almost never" to 6 = "many times a day". Items include "I feel God's love for me" and "I feel guided by God." The MR for this scale was 0.97.
Positive Religious Coping and Abandonment by God. Both positive and negative religious coping were measured using the religious coping scale of Pargament et al. (2011) . For positive coping, participants were asked to think of how they deal with problems in their life and then asked the degree to which they used various strategies to cope (e.g., "Sought God's love and care", and "Looked for a stronger connection with God"). Responses range from 0 ("not at all") to 3 ("a great deal"). The MR for this scale was 0.96.
For negative coping, participants were asked how often they did things that indicated tension, conflict, and struggle with the sacred (e.g., "Questioned God's love for me", "Wondered whether God had abandoned me"). We conceptualized this construct as "Abandonment by God." A question regarding church support within this scale was omitted to keep this scale conceptually distinct from the separate church support scale (see below). The MR for this scale was 0.97.
Parenting Style. Parenting behaviors and styles of parenting were measured using the Parenting Styles and Dimensions Questionnaire-Short Version (PSDQ; Robinson et al. 2001) . Children reported on both parents, and the parent reported on their own parenting, as well as the parenting of the other parent. Thus, there are two reports for each parent, one from a child and one from a parent. Responses are on a five-point Likert-type scale ranging from 1 ("never") to 5 ("always"), with higher scores indicating higher levels of the respective parenting styles and/or specific dimension of parenting behavior.
The authoritative subscale is 15 items and includes question such as "My parent is responsive to my feelings" and "My parent takes my desires into account". The authoritarian subscale is 12 items and includes question such as "My parent explodes in anger toward me" and "My parent scolds and criticizes to make me improve." Items were rephrased when parents responded about themselves or about the other parent. The MR was good (0.96 and above) for all reports of authoritative and authoritarian parents.
Private religious practices. Six items from the work of Smith and Denton (2005) were used to measure private religious practices. These include question about private prayer, meditation, scripture reading, listening to various types of religious media, and fasting. Responses ranged from 1 ("not in the past year") to 9 ("more than once a day"). The MR for this scale was acceptable at 0.75.
Support at church. Two scales were used to measure support at church, one regarding the support of peers at church and the other regarding support from church leaders. These come from the Multi-Faith Religious Support Scale (Bjorck et al. 2017) . Items included "I am valued by other teens [religious leaders] in my religious group" and "Other teens [leaders] in my religious group care about my life and situation." Responses ranged from 1 ("strongly disagree") to 4 ("strongly agree"). The MR for both of these scales was 0.98.
Controls. Several controls were added to the model including the child's age, their gender (1 = female, 0 = male), whether they lived in Utah or Arizona, their physical health (rated on a five-point scale from "poor" to "excellent"), family income, race (1 = white, 0 = other), and whether the parents were married (1 = married, 0 = not married). Sexual orientation was also included. Less than 2% identified as gay or lesbian, with 3% responding they were "questioning" their gender. This variable was dichotomized with 1 = heterosexual, 0 = other (heterosexual, n = 764; not heterosexual, n = 32). Parent depression was also controlled. The CES-D-10 was also used for parents and had good reliability (MR = 0.99). Finally, to get a more direct measure of depression, we controlled for child anxiety which was measured with the six-item Spence Children's Anxiety Scale (Spence 1998).
Sample
Participants were taken from Wave 2 of the Family Foundations of Youth Development project, a longitudinal study of families with adolescents. This project has a strong emphasis on adolescent faith and mental health development with detailed scales on numerous related issues such as internalizing and externalizing problems and pro-social behaviors and beliefs. The project also has extensive scales examining family processes and influences. Data for the second wave were collected from Utah and Arizona (the first wave included only families in Utah). Families were recruited using the InfoUSA national database which contains over 80 million households across the United States. Contact information was obtained for households with children between the ages of 12 and 16. To recruit, potential participants were sent letters with follow-up phone calls. One teen and one parent filled out the survey, with the teen being compensated USD $30 and the parent compensated USD $40. For the current study, we selected only LDS youth for a total n of 796 with 251 in Arizona and 545 in Utah. Mean age of teens was 14.21 (SD = 1.09) with a range from 11 to 17. The majority of children in the study came from homes with two married biological parents (93%). Ninety-one percent of the sample identified as white, with the other 9% split between Hispanic, "mixed," Asian, Black, and "other." Median yearly household income was relatively high at USD $100,000. The lower 15% of the parents made less than USD $60,000 a year and the higher 15% of the parents made above USD $150,000. Forty-six percent of the teens were male. The vast majority had married parents (97%). Paternal data were imputed for those who did not report they had a father. While this imputation may seem counterintuitive, allowing those who did not have a father to remain in the sample allows the analyses to be more representative, particularly as we can control for having a father or not. However, the analyses are substantively identical when excluding those who did not have fathers. The only difference is that the interaction between being female and family religious practices becomes significant when fitting the model excluding those without fathers (n = 11; it was very close to significance prior to the 11 being removed). However, because the three-way interaction is present, this is only interpretable in context of the three-way interaction. Prototypical plots for females (estimated at +/-1 standard deviation from the mean) revealed no significant differences in depression for females across family religiosity. Thus, whether we remove or retain the 11 teens without fathers, the results are substantively identical.
Analysis Plan
Analyses were conducted in the program Stata 15 (StataCorp 2018). Missing data were minimal (0 to 3.6%) and a single imputation was conducted using the Stata procedure ICE to produce a complete dataset for analysis (Royston 2005) . Regarding missing data, the only restriction was that the youth had to indicate they were currently a Latter-day Saint. With minimal amount of missingness, we used single imputation to impute missing values.
A regression was constructed with teen depression as the dependent variable with family, religious, and control variables specified as independent variables. After the initial regression model, a series of models were tested to examine whether the relationship between the independent variables and depression varied by child gender. This was done with Stata's ibn. prefix on gender which, for each independent variable, gave the value of its relationship to depressions separately for males and females. An interaction was considered if, for males or females, the relationship between the independent variable and depression was significant for one gender but not both. We also examined whether the relationship between family religious practices and depression was moderated by parenting style. Finally, we examined whether this differed by child gender. That is, we examined whether the interaction between parenting style and religiosity differed by child gender. When a control variable was not significantly related to the depression at p < 0.10, it was dropped for the sake of parsimony and power.
Results
Correlations. In Table 1 , all independent variables and controls were significantly related to depression except for parents' perceptions of their authoritarian parenting and the teen's race.
Regression models. Table 2 contains final model results. Significant relationships not moderated by child gender included peer support at church (B(SE) = −0.09(0.03), p < 0.001) and abandonment by God (B(SE) = 0.18(0.02), p < 0.001). These relationships were in the hypothesized direction such that greater peer church support was related to less depression and greater abandonment by God was related to more depression. Significant controls were teen anxiety (B(SE) = 0.21(.02), p < 0.001), being from Utah (B(SE) = 0.05(0.02), p < 0.01), teens' physical health (B(SE) = −0.03(0.01), p < 0.001), and the teen being heterosexual (B(SE) = −0.08(0.04), p < 0.05). Parent income, marital status, and teen race were not related to depression at p < 0.10 and were therefore dropped from the model. Several effects were moderated by gender. These included females experiencing less depression when they reported their father was more authoritative (B(SE) = −0.05(0.02), p < 0.01) and males reporting more depression the more private religious practices they engaged in (B(SE) = 0.02(0.01), p < 0.05). There was also a three-way interaction between gender, parent report of authoritative parenting by the father, and family religious practices. That is, the two-way interaction between authoritative parenting by the father and family religious practices is significant for males (B(SE) = −0.03(0.03), p < 0.05) but not for females. A graph of this interaction was produced (see Figure 1) . In this interaction, estimated depression does not appear associated with family religious practices when father authoritative parenting is low (i.e., at low authoritative parenting, there is almost no difference in depression whether the family religious practices were high or low). In contrast, when father authoritative parenting is high, depression is substantially less when family religious practices are also high. In other words, the combination of an authoritative father and high family religious (religiosity) was related to lower levels of teen depression. 
Discussion
This study examined the relationship between family, faith, and depression in a sample of Latter-day Saint adolescents and identified factors indicative of greater depression. This enables us to better identify those who may be at greatest risk for depressive symptoms. Furthermore, this study also illuminates how faith and family may interact in their association with risk. This goes beyond simply controlling for faith or family factors, but rather employs a more comprehensive conceptualization by examining whether the impact of family and faith may, in part, be dependent on one another.
For basic demographics, youth in Utah reported higher depression compared to adolescents in Arizona. The U.S. Department of Health and Human Services cite two studies of adolescent depression in both states with conflicting findings. A 2018 study measured depression with a single question that asked how often youth felt sad or hopeless. In this study, Utah adolescents appeared to experience less depression (33% of Utah adolescents experienced depressive symptoms compared to 36% of Arizona youth; both groups however had higher values than the United States average of 31%). However, a 2017 study that measured adolescent depression found Utah adolescents experienced more depression than Arizona adolescents, 14% to 12%, with the United States average being 13% (Arizona Adolescent Mental Health Facts 2018). The measure used to assess depression in the current study from the CES-D−10 more closely aligned with the measure used in the 2017 study mentioned above, which also had Utah adolescents experiencing higher levels of depression. Since there are more LDS youth in Utah than Arizona, it could be argued that something about the LDS faith is driving the slightly higher depression rates in Utah. However, the fact that LDS youth in Arizona have lower levels of depression than LDS youth in Utah raises the possibility that there are other personal-level, or contextual influences besides the LDS faith that are driving the higher Utah depression rates. Our measures do not provide enough detail to know for sure. One possible contributing factor might be elevation. Higher altitude has been associated with a higher suicide rate (Betz et al. 2011; Brenner et al. 2011 ) with some suggesting greater depression as a possible mechanism (Gamboa et al. 2011) . Indeed, in examining the counties from which the sample was 
For basic demographics, youth in Utah reported higher depression compared to adolescents in Arizona. The U.S. Department of Health and Human Services cite two studies of adolescent depression in both states with conflicting findings. A 2018 study measured depression with a single question that asked how often youth felt sad or hopeless. In this study, Utah adolescents appeared to experience less depression (33% of Utah adolescents experienced depressive symptoms compared to 36% of Arizona youth; both groups however had higher values than the United States average of 31%). However, a 2017 study that measured adolescent depression found Utah adolescents experienced more depression than Arizona adolescents, 14% to 12%, with the United States average being 13% (Arizona Adolescent Mental Health Facts 2018). The measure used to assess depression in the current study from the CES-D−10 more closely aligned with the measure used in the 2017 study mentioned above, which also had Utah adolescents experiencing higher levels of depression. Since there are more LDS youth in Utah than Arizona, it could be argued that something about the LDS faith is driving the slightly higher depression rates in Utah. However, the fact that LDS youth in Arizona have lower levels of depression than LDS youth in Utah raises the possibility that there are other personal-level, or contextual influences besides the LDS faith that are driving the higher Utah depression rates. Our measures do not provide enough detail to know for sure. One possible contributing factor might be elevation. Higher altitude has been associated with a higher suicide rate (Betz et al. 2011; Brenner et al. 2011 ) with some suggesting greater depression as a possible mechanism (Gamboa et al. 2011) . Indeed, in examining the counties from which the sample was primarily drawn, the Utah counties have between three and seven times the elevation of the Arizona counties.
The National Alliance on Mental Health states that LGBTQ youth experience almost three times more mental health conditions than heterosexual youth (LGBTQ/NAM, 2019). Other national and international studies have found similar outcomes (Mustanski et al. 2010; Shenkman and Shmotkin 2011) . Studies have found that these negative outcomes stem from several causes including prejudice and stigma, higher levels of substance abuse, higher suicidality, and even disparities in care (Russell and Fish 2016) .
In addition, and not surprisingly, depression was associated with greater anxiety and physical health problems. Further, as has been found in other research (e.g., Petterson et al. 2017) , those who identified as heterosexual reported lower levels of depression than those identifying as gay, lesbian, bisexual, or questioning.
Regarding religiosity, two aspects had main effects on depression: abandonment by God and support at church from teens. Previous research has found that individuals who perceive God has abandoned them often report depressive symptoms (Rippentrop et al. 2005; Dew et al. 2010) and that church support is related to fewer depressive symptoms (Nooney and Woodrum 2002) . Interestingly, these are both relational constructs. That is, when teens feel cared about by God and/or their peers at church, their depression is lower. This may indicate that, for depression, a key protective factor within religion is whether the individual's religious experiences facilitate connections with the divine and with others. This fits well with Bronfenbrenner's theory that: "The developmental power of proximal processes (in this case religious practices) are substantially enhanced when they occur within the context of a relationship between persons who have developed a strong emotional attachment to each other" (Bronfenbrenner 2000, p. 130) . Thus, if adolescents feel disconnected from a close relationship with their family or God, they may be more susceptible to depression. Given the current study uses cross-sectional data we cannot determine whether individuals who are depressed distance themselves (and/or perceive more distance) from God and peers or whether poor connections with God and peers increases depression. Likely the relationship between religious connections and depression is transactional, with each affecting the other. In any case, given they are at increased risk for depressive symptomology, it would be important for church organizations to identify those lower on these connections and attempt to foster those connections for their members.
Contrary to hypotheses, positive religious coping was not significantly related to depression. It may be that more nuanced measures of coping are needed. There are other types of coping that we did not examine. For example, Pargament et al. (2001) developed a model that looked at three religious coping styles: self-directed coping, collaborative coping, and deferring coping. These three styles of coping may relate to depression. In one study on adolescent religious coping, the researchers found that the collaborative religious coping style served as a protective factor against negative mental health outcomes (Molock et al. 2006) . Therefore, for religious adolescents, encouraging a collaborative relationship with God can minimize the effects of negative mental health outcomes. Although there has been a significant amount of research in the areas of adolescents, religious coping, and serious medical conditions, more research will need to be conducted in the arena of religious coping and mental health.
Regarding parenting, paternal authoritative parenting was associated with lower depression in daughters but not sons, indicating a differential impact of the person-level construct of gender-both the gender of the parent and the gender of the child. Other research has found unique effects of paternal involvement on the psychological wellbeing of daughters (e.g., Flouri and Buchanan 2003) , though without longitudinal data it is unclear whether this is a father effect (the father's authoritative parenting reducing daughter's depression), a daughter effect (fathers being more authoritative towards daughters who are less depressed), or whether there is a third explanation. Whatever the explanation, a father's less authoritative behaviors may be a signal of greater mental difficulties for their daughter(s).
The significant three-way interaction between gender, family religious practices, and paternal authoritative parenting is suggestive of the conditions under which family and faith may exert a more pronounced influence. In this instance, when either family religious practices (a proximal process) or paternal authoritative parenting (both a process and a context) were low, neither one appeared related to depression. That is, depression was essentially the same across levels of authoritative fathering when family religious practices were low. Further, when paternal authoritative parenting was low, there was no significant difference in depression across levels of family religious practices. However, when both paternal authoritative parenting and religious practices were high, there was an associated lower level of depression. It is possible that regular family religious practices provide a forum in which the positive parenting can occur. This connects with Bronfenbrenner's theory that "to be effective, the interaction must occur on a fairly regular basis over extended periods of time" (Bronfenbrenner 1999, p. 5) .
Family religious practices may provide a regular and enduring context for authoritative parenting to have an effect. Why this would be the case only for male children is not entirely clear given, as noted earlier, fathering has typically been related more strongly to daughters' mental wellbeing than sons'. It is possible, as suggested by our findings, that paternal authoritative behaviors exert more of an influence on sons when in combination with other positive family practices, whereas for daughters the effect ranges across a variety of family contexts.
Although there are many studies that suggest religion can be a positive influence on physical and mental health, religion can also exacerbate problems (see Pruyser 1977; Pargament et al. 2001 ).
Research from this study reveals that sometimes, religion can be detrimental to an individual's well-being. For example, religiosity has been found to discourage individuals from seeking mental health help (Blank et al. 2002) .
Conclusions
This study confirms findings from prior research in several areas. Being a sexual minority and experiencing higher levels of anxiety were associated with greater depression. Contrary to hypotheses, church leader support, positive religious coping, and daily spiritual experiences were unrelated to depression. Religion and spirituality were not uniformly associated with lower depression as many studies have found. For this sample, peer church support was associated with lower depression but feeling abandoned by God was related to higher levels of depression. There was also evidence that fathers' authoritative parenting has a main effect on depression for daughters. Further, father authoritative parenting interacted with family religious practices predicting adolescent depression for sons. That is, if both authoritative parenting and family religious practices were high, depression levels were low in sons. However, if both were not high, neither was related to depression levels in a significant way.
Limitations
The sample used in the current study is homogenous, being primarily White and all LDS. Furthermore, 92% of our sample represented intact families, with a mother and father present in the home. In order for our findings to be generalizable, in the future, our participants in the study will need to be more diverse. Further, as mentioned, this study is unable to examine the direction of effects. It may be that the effects flow from depression to the family and religious variables. Still, the study does identify factors that can help identify teens that may be at most risk for depression. 
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